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journa l homepage: www.e lsev ier .com/ locate / i j idAn 18-year-old male presented with altered sensorium and
multiple generalized tonic cloning seizures over the preceding
week. Physical examination was remarkable for bulky, non-tender
muscles of the neck, trunk and extremities; multiple, relatively
mobile subcutaneous nodules over the scalp, face and the
extremities; and proptosis with papilledema. Laboratory investi-
gations revealed leukocytosis with eosinophilic predominance.Figure 1. Innumerable CSF-isointensecystic lesions with perifocal edema and eccentric
orbits (arrow in C), scalp tissue (B) and brain (C). Eccentric mural scolices are better appre
the pathognomonic ‘hole-with-a-dot’ sign.
1201-9712/$36.00 – see front matter  2010 International Society for Infectious Disea
doi:10.1016/j.ijid.2009.11.027Brain magnetic resonance imaging (MRI) revealed innumerable
cystic lesions showing the ‘hole-with-a-dot’ sign that is highly
characteristic of neurocysticercosis (Figure 1). In addition, tongue,
orbits, salivary glands, cranial and cervical muscles (Figure 1) were
dotted with multiple linear hyperintense lesions with mural
scolices. Whole bodyMRI using short tau inversion recovery (STIR)
sequence revealed dramatic parasitic infestation in nearly everymural scolices aredistributed in the right parotid (arrow in A), tongue (arrow in B),
ciated on FLAIR sequence (D), which suppresses ﬂuid signal and thus, demonstrates
ses. Published by Elsevier Ltd. All rights reserved.
Figure 2.Whole-body STIR sequence acquired at four stations shows extensive infestation of the muscles of the shoulder (A), thorax (A and B), trunk (B and C), thigh (C), and
legs (D) by linear, hyperintense cysticerci.
Medical Imagery / International Journal of Infectious Diseases 14S (2010) e385–e387e386striated muscle, as well as in the subcutaneous tissues (Figure 2).
Based on the characteristic imaging ﬁndings, the diagnosis of
disseminated cysticercosis (DCC) was established. In view of the
colossal parasite load in this patient, the beneﬁts of cyst clearance
were outweighed by the potential deleterious host inﬂammatory
response to dying cysts, hence cysticidal therapy was withheld.
The patient was treated with mannitol, steroids, and antic-
onvulsants. He is doing well on regular follow-up.
Cysticercosis occurs due to infestation by the encysted larval
stage of the pork tapeworm Taenia solium. In isolation, the disease
can affect any organ of the body. However, clinical symptoms
usually result from central nervous system infestation alone.1
Conversely, DCC is a bizarre manifestation that results from
overwhelming symptomatic cysticercal infestation of the brain,
orbits, striated muscles, subcutaneous tissues, and other organs.
Only around 50 cases of DCC have been described in the literature
since its ﬁrst description in 1912.2
Presenting symptoms of neurocysticercosis include seizures,
focal neurologic deﬁcits, altered cognition, and psychiatric disease.
Symptoms tend to develop rapidly with intraventricular cysts and
with resulting complications such as hydrocephalus and menin-
gitis.1 Painless, bulky musculature with paradoxical weakening,
whichwas observed in our patient, is presumed to occur owing to a
combination of massive infestation and the resulting inﬂamma-
tion.3 Nevertheless, clinical recognition is seldom achieved and
diagnosis is usually established on MRI. Whole body MRI usingSTIR sequence enables the detection of the true extent of
dissemination due to its ability to cover larger anatomic areas in
a reasonable time. Serologic tests can indicate prior exposure to the
parasite, but both sensitivity and speciﬁcity are limited.1
Beneﬁts of cyst clearance by anti-helminthic therapy have to be
weighed against the potential harm of an inﬂammatory response
to dying cysticerci.4 Concomitant use of anti-inﬂammatory drugs
like corticosteroids tends to minimize the effects of parasite death.
In general, medical management centers on the use of anti-
helminthic drugs (albendazole, praziquantel), corticosteroids, and
anticonvulsants in combination or otherwise.3 Surgical interven-
tion may be required in complicated cases of neurocysticercosis
and for symptomatic non-neurologic disease.5
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